agreed that the case was one of chronic miialignant endocarditis, supervening on old rheumatic valvular disease. Owing to the advanced stage of the malignant endocarditis he thought that any surgical interference with the mycotic aneurysm in the leg was not advisable. In regard to general treatment he thought that vaccine therapy would probably prove useless, even if streptococci could be cultivated from the patient's blood.
Dr. F. PARKES WEBER agreed that the case was one of chronic miialignant endocarditis, supervening on old rheumatic valvular disease. Owing to the advanced stage of the malignant endocarditis he thought that any surgical interference with the mycotic aneurysm in the leg was not advisable. In regard to general treatment he thought that vaccine therapy would probably prove useless, even if streptococci could be cultivated from the patient's blood.
Postscript.-As a result of the discussion of the case, it is probable that the diagnosis of mycotic aneurysm is wrong and that the case is merely one of rupture of a branch of the posterior tibial artery and the formation of a false aneurysm. MY interest in these two cases is an indirect one, for they were both operated upon by Mr. Massie, who will show you the X-ray plates and give you details about the patients. I should like however to raise the general question of the treatment of abduction fractures at the ankle-joint, and learn the views of other members of the Section on this subject. I am not by any means a believer in the necessity or advisability of operation in the great majority of simple fractures, but in Dupuytren's fracture, of which these two cases are examples, I believe it to be impossible to get even a passable result by other means. These-abduction fractures seem to fall into three classes-those which do not need operation at all, those which must be operated upon, and those on which one would like to operate but cannot.
In the first class I would put all those cases described as Pott's fracture, whether there be no more than a fracture of the internal malleolus and of the fibula above the joint without a dislocation, or whether there be, in addition, fractures of the articular surface of the tibia and a backward and outward displacement at the ankle-joint. In all these cases, so long as there is no separation at the inferior tibio-fibular joint, I think that reduction under an anmesthetic followed by fixation in plaster in a position of full inversion and full dorsiflexion, as recommended by Sir Robert Jones, will give an excellent result anatomically and functionally. A Z " tenotomy of the tendo Achillis is sometimes, but not usually, necessary in addition.
Where there is separation at the inferior tibio-fibular joint, and this is usually due to a flake from the tibia or fibula being torn off by the powerful inferior tibio-fibular ligaments rather than to rupture of the ligaments themselves, I have always failed to get a satisfactory result by non-operative means. It is impossible by splinting to bring to bear on the malleoli an effective lateral pressure which will reduce the dislocation, and, were it possible, the skin over the malleoli would not stand such a pressure long enough to allow satisfactory repair to take place. Besides the outer edge of the astragalus is constantly being pulled up between the two bones and tending to reproduce the deformity, and even if repair has been apparently satisfactory, the young callus is so soft for several months' that it will yield to this wedge action of the astragalus as soon as weight bearing is allowed. Once the mortise shape of the tibio-fibular surfaces is lost, further separation is inevitable, and a position of extreme valgus is the certain result. In these cases, after reduction of the deformity, a single 1' in. screw driven in an inward and upward direction through the external 'malleolus into the, tibia will effectively fix the fragments. A plate is necessary. I think that you will agree that the anatomical result in Mr. Massie's cases is good, and, considering the short time that has elapsed since operation, the functional result is also satisfactory.
Unfortunately a great number of cases forming my third class show a further degree of this injury, since there is also much comminution of1the FIG. 1. external malleolus and of the articular surface of the tibia, in addition to the separation at the inferior tibio-fibular joint. I show you radiograms of such a case recently admitted to Guy's Hospital (figs. 1, 2). Here there is such a degree of comminution that there is no sound bone in which to fix a long screw, and it is very hard to decide on the best line of treatment. In a recent case I obtained a passable result by giving an ancesthetic in the fourth week, when there was a fair amount of sticky callus, tenotomizing the tendo Achillis, and then with a Thomas's wrench reducing first the backward dislocation and then the eversion and separation of the malleoli. In the case shown there is a large wound opening up the ankle and subastragaloid joints, and we are using continuous traction on the os calcis by means of a Chutro's stirrup.
CASE HISTORIES, DESCRIBED BY MR. GRANT MA.SSIE. Case I.-G. S., aged 47. Admitted to hospital on November 20, 1920, following injury to left ankle. Radiogram (November 20,1920) showed vertical fissure in lower end of fibula, starting in inferior tibio-fibular joint, and complete separation of the lower part of internal malleolus. This fragment had moved upwards and separated the remaining part of malleolus from inner articular surface of astragalus. Astragalus was abducted. Operation (November 22, 1920) : Tourniquet applied to limb and curved incision made, FIG. 2. exposing lower third of fibula with its convexity forward. The periosteum was divided and retracted, and lower fragment of fibula restored to normal position and screw inserted upwards and inwards. Manipulation failed to replace displaced fragment of internal malleolus and an incision was made exposing itsmall screw inserted vertically and fragment restored to the normal position. The 'operation was completed. Tourniquet then removed and ankle firmly bandaged. After treatment: Ankle gently moved on second day and movement gradually increased. Patient was discharged on December 11, 1920, and later attended the massage department.
MY-3a
Case 1I.-A. W., aged 42, female. Admitted to hospital on November 22, 1920, following injury to left ankle. Radiogram (November 22, 1920) showed fracture of internal malleolus and long oblique fracture of the fibula in its lower third. There was moderate degree of abduction of foot ( fig. 3 ). Operation (November 25, 1920) : Tourniquet applied to limb, and a curved incision made exposing lower third of fibula with its convexity forwards. Subcutaneous tissues were found to be infiltrated with blood-periosteum was divided and retracted and site of fracture identified; ends of the fibula were replaced in their normal position and screw inserted on outer surface of external malleolus passing upwards and inwards through the inferior tibio-fibular joint. Operation was then completed, tourniquet removed and ankle firmly bandaged-there was very little bleeding ( fig. 4 ). After-treatment: Ankle was gently moved on second day, and movement was gradually increased. Patient was subsequently discharged on December 1,3, 1920, and later attended massage department.
